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The fire brigade came and informed us of a fire in the basement under the department. The department was full of smoke and we could not work in it for several hours.
Several patients were sent directly to wards and the ambulance service diverted patients to other hospitals. We opened the outpatient department and the day case unit and treated casualties there. This makeshift plan was difficult to implement. A few hours later when the fire was put out and the smoke dispersed, we returned with our patients to an undamaged department.
Before this experience we have had two fires started deliberately by patients in the department-one in a toilet and one in a waiting room. So the possibility of this, or indeed any, emergency department being unable to function for a period of time is always there. Fire is the most likely cause but explosions, building collapse, electrical failure, flooding, and violent affrays are others. (Working in over 20 hospitals over the last 35 years, AF-M has seen all of these, but only the smoke from this fire was serious enough to cause our emergency department to be closed.)
We had no local plan in our hospital to deal with this contingency. We do now have such a plan and I am sure that other hospitals should follow our example to avoid being caught out.
There are no national guidelines for hospitals or accident and emergency departments to close, but the ambulance service has national guidelines for diverting all ambulances to other hospitals in circumstances such as these. This can easily be arranged through your local ambulance service.
A mobile field hospital could in theory be provided by the armed services. This requires quite a fair sized space to set it up. Reliable sources with experience of setting up these hospitals have told us that this takes at least 48 hours. So this is not a "quick" option, but an alternative if the emergency department is out of action.
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Registrar in Accident and Emergency Medicine, Emergency Department, Derbyshire Royal Infirmary, London Road, Derby DEI 2QY Foreign body removal from children's noses EDIroR,-Nasal foreign bodies are a common problem in children attending accident and emergency departments and general practice surgeries. The cooperation required is often not forthcoming as most patients are under 5 years. Instrumentation requiring restraint, sedation, or even general anaesthesia are frequently necessary. This approach may be avoided by using the positive pressure technique described below, which can be used by the parent to quickly and safely remove a nasal foreign body.'À history is taken from the parent and child to determine the nature of the foreign body and which nostril is involved. If the child is cooperative, the nares can be examined to locate the foreign body but this is not absolutely necessary if there is a clear indication of which nostril is involved.
Parents are instructed to sit the child on their knee, with the nostril containing the foreign body closest to the parent. The parent should then close the "patent" nostril using a finger and tell the child that they are going to give them "a great big kiss". Parents should then seal their lips around the child's and deliver a short sharp puff of air. The foreign body is usually extruded with one puff. It is worth holding a paper tissue close by as the foreign body is usually well covered with mucus. If this is unsuccessful several more attempts can be made without any harm. Each additional "puff" may dislodge the foreign body a little further.
The author has used this technique in over 20 cases with no failures or complications. Various objects including beads, peas, pieces of bread, and even a rabbit dropping have been removed successfully. The time from insertion of the foreign body to removal by the technique does not appear to be a factor.
Despite the simplicity of this technique it seems little used. It is easily taught to parents and can be undertaken in any setting. Use of restraints, anaesthesia, and instrumentation in frightened and distressed children can be avoided. 
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